INTRODUCTION
Legal human rights discourse is often criticised for its abstract and procedural nature which, as the Critical Legal Studies scholars of the 1980s famously argued, distances rights from the real lived experiences of their beneficiaries. These lived experiences of rights are contextual and placebound, and involve a myriad of actions and interactions by and between state agencies, rights-beneficiaries and their fellow citizens. To understand the intricacies of the enjoyment and infringement of particular rights in particular places and contexts, attention must be paid to where, how and by or with whom rights are actualised. 2 Rights have strong geographical, performative and relational elements, which are often overlooked by State agencies tasked with their fulfilment, as well as by legal scholars and processes concerned with their protection and enforcement.
This article aims to strengthen the theoretical case for geographical awareness in human rights work, by considering the performance of the right to have access to health care services in section 27(1)(a) of the 1996 Constitution, by particular inhabitants of Johannesburg. It shows how a "performative" understanding of the right to have access to health care services dovetails with the international law approach to assessing compliance with the right to health, and points to certain features of South African socio-economic rights jurisprudence that enable such an understanding of the right.
Thereafter, the article considers some of the geographic aspects of access to health care services in Johannesburg, with a particular focus on the experiences of marginalised groups. Current health system reforms and urban development initiatives in Johannesburg, that relate to the geographical features of access to health care in the city, are then assessed. It is shown that, while many of these measures will have very positive consequences for the progressive realisation of the right to have access to health care services, the interaction of geographic factors with other determinants of access (notably, affordability and quality of care, as well as stigmatisation of certain care seekers) may nevertheless continue to frustrate access to care by marginalised groups.
To show that this is not inevitable, two examples of target group specific, placeaware interventions pertaining to access to sexual health services by marginalised groups in the city are discussed. The article ultimately suggests that geographical and related factors which impact on the physical performance of rights must be taken into account when legislative and policy measures aimed at their progressive realisation are conceptualised and implemented, as well as when the State's compliance with its corresponding positive constitutional obligations is assessed. Some cautionary notes for law and policy reform, particularly in relation to the rolling out of National Health Insurance, are offered accordingly.
"ACCESS" TO HEALTH CARE SERVICES, GEOGRAPHIC ACCESSIBILITY AND THE PERFORMANCE OF SOCIO-ECONOMIC RIGHTS IN AN URBAN SETTING
For the most part, people do not simply receive the objects of their socio-economic 2 See Connolly Carmalt J "Rights and place: using geography in human rights work" (2007) 29 Human Rights Quarterly 68 at 70; Jones P & Chingore N "Health rights: politics, places, and the need for 'sites for rights'" in Langford M, Cousins B, Dugard J & Madlingozi T (eds) Socio-economic rights in South Africa: symbols or substance? (Cambridge: Cambridge University Press 2014) 226 at 235-36; Malan N "Rights, the public and the South African Constitution: Civil society and the performance of rights" (2008) 31 Anthropology SA 58 at 63; Pieterse M "Relational socio-economic rights" (2009) 25 SAJHR 198 at 199. rights from the State. Instead, they (attempt to) use or acquire these objects, when and to the extent that they need them, through a range of actions and interactions, not all (or any) of which necessarily involve the State or its agencies. In order to grasp the extent of the enjoyment of socio-economic rights by particular people in particular places and contexts, attention should thus be paid to the actions through which they endeavour to realise their socio-economic rights for themselves. 3 Such actions will inevitably be shaped by the physical and other characteristics of the spaces in which they are performed.
In addition to place, such a "performative" conception of socio-economic rights (i.e. one that focuses on the performance of physical actions endeavouring to realise the rights) draws attention to individual autonomy and capabilities, and thereby emphasises those structural and peculiarly personal features of individual lives which prevent people from exercising their rights optimally. 4 As such, it emphasises the horizontal dimensions and relational nature of rights (which, for many, tend to be exercised through a range of private contractual or personal relationships with others) 5 as well as their interdependence. Focusing on the performance of a particular socioeconomic right could therefore, for instance, reveal shortcomings in the enjoyment of the rights to substantive equality, freedom of movement, or personal autonomy.
A performative conception of the right to access health care services is easy to reconcile with the dominant understanding of the right to health in international law. In its General Comment on the right to health enshrined in article 12 of the International Covenant on Economic, Social and Cultural Rights (ICESCR), the United Nations Committee on Economic, Social and Cultural Rights (UNCESCR) proposed that achievement of the right to health ought to be measured with reference to four "interrelated and essential terms", namely the availability, accessibility, acceptability and quality of health care goods and services. The standard of availability requires that relevant health care goods and services exist and are available in sufficient quantities within domestic health systems. More directly relevant for present purposes, the standard of accessibility demands that health care facilities, goods and services be within patients' geographic reach and that they are physically accessible, as well as affordable. In terms of the standard of acceptability, health care facilities, goods and services must be delivered in a manner that is both ethically sound and culturally and personally acceptable to patients. Finally, medical treatment must comply with relevant scientific and clinical standards and must be of adequate quality. 6 As will be illustrated 3 Malan (2008) at 63; Malan N "The performance of the right to have access to social security" (2009) 13 Law, Democracy & Development 71 at 75-7, 81 and 90-2; Pieterse (2009) at 201 and 205. 4 Malan (2008) at 63; Malan (2009) at 75-6 . On the centrality of autonomy for the performance of the right to health and its interaction with material conditions, see further Pieterse M "The interdependence of rights to health and autonomy in South Africa" (2008) 125 SALJ 553 at 555 and 564. 5 Malan (2008) at 61-4; Malan (2009) at 76, 79 and 82-4; Pieterse (2009) at 199, 201, 205 and 207. 6 in part 3 below, emphasising the performative dimensions of the right to health highlights a number of essential linkages between these standards.
Rather than a broad "right to health", section 27(1)(a) of the South African Constitution enshrines a narrower right to "have access to health care services". A notable departure from the international law formulation of the right to health is section 27's inclusion of the notion/standard of "access". Whereas commentators initially understood this simply to imply that the Constitution does not envisage direct provision of health care goods and services at State expense, 7 it is increasingly accepted that the notion of "access" lends a particular physical and geographical dimension to the right to health care. 8 Over and above providing an entry point for the international law standards of availability, accessibility, acceptability and quality of care into interpretations of section 27(1)(a), 9 the "access" standard therefore allows for the right to be understood performatively, by conceiving its content, as well as the State's obligations towards beneficiaries, with reference to the ways in which they endeavor to realise it for themselves. 10 While the Constitutional Court has decided a fair number of socio-economic rights cases to date, the seminal case of Grootboom 11 (an access to housing case best known for the Court's formulation of its "reasonableness" standard for assessing compliance with the State's positive constitutional obligations in terms of socioeconomic rights) remains the only judgment in which it specifically paid attention to the meaning of the notion of "access" in the Constitution. The Court held that the "access" standard required socio-economic rights to be viewed as interdependent and mutually supportive and that, in accordance with the standard of "progressive realisation", the notion of "access" indicated that the State should enable and empower people to realise their socio-economic rights for themselves, rather than to directly provide them with specific goods and services. Except in relation to society's most vulnerable and destitute members (in relation to whom, in certain circumstances, direct provision of goods and services would be appropriate and necessary), the Court felt that the State's socioeconomic obligations to citizens would mostly entail removing obstacles to the enjoyment of socio-economic rights, "unlocking the system" so as to enable such This understanding of "access" explains the Constitutional Court's widely lamented resistance, in adjudicating socio-economic rights cases, to the notion of State provision of social goods and services on demand. In relation to access to health care services, this reluctance was most famously expressed in the Treatment Action Campaign case, where the Court emphasised that its finding that the government's restriction of the availability of the drug Nevirapine to a limited number of public hospitals was unreasonable and accordingly unconstitutional, did not mean that everyone could immediately claim access to the drug. 13 But the notion of access set out in Grootboom also squares well with a performative understanding of socio-economic rights, including the right of access to health care services. 14 Indeed, while not elaborating on Grootboom's understanding of the concept, the Constitutional Court's subsequent socio-economic rights jurisprudence has on occasion displayed an appreciation of the notion's geographical and performative dimensions. For instance, in New Clicks South Africa, which concerned the introduction of price capping regulations for retail pharmacies, several members of the Court warned that measures aimed at enhancing access to health care through increasing affordability of medicines would not pass constitutional muster where their effect was to make medicines unavailable and inaccessible in certain areas, by driving rural or courier pharmacies out of business. 15 Further, in Residents of Joe Slovo Community, the Court regarded geographic proximity to hospitals and clinics, as well as to schools and other social services, as a factor impacting on the reasonableness of housing policy and the adequacy of housing. It accordingly ordered that a large-scale relocation of inhabitants of a Cape Town informal settlement could only proceed if, among other requirements, transport to such amenities was provided. 16 A number of High Court judgments pertaining to the right of access to education in section 29 of the Constitution have shown similar appreciation of the geographical dimensions of socio-economic rights. In Tripartite Steering Committee, for instance, the Eastern Cape High Court held that a lack of transport to schools in rural areas rendered the right of access to basic education illusory. The Court proceeded to conclude that, "in instances where scholars' access to schools is hindered by distance and inability to afford the costs of transport, the State is obliged to provide transport to them in order 12 At paras 35-6. to meet its obligations ... to promote and fulfill the right to basic education". 17 Similarly, in Legoale, a settlement agreement in terms of which learners whose school was closed down were to be provided with a bus service to the distant site of a new school, was made an order of court. 18 The judgments discussed above suggest that courts may well find that it amounts to a breach of the right to have access to health care services where such services do not physically exist within a reasonable distance from where people find themselves, or where relevant facilities are unreachable, for instance, due to a lack of transport. Commentators have accordingly pointed to rural/urban discrepancies in access to health care services and the relative unavailability or inaccessibility of such services in rural areas as constitutionally suspect instances of unequal enjoyment of the right to have access to health care services. 19 Moreover, the Constitutional Court's approach to reasonableness in New Clicks South Africa and Residents of Joe Slovo Community suggests that laws and policies which regulate access to health care may be found to be unreasonable (and, hence, potentially unconstitutional) when they fail to enable or facilitate the physical performance of the right to have access to health care services.
In this article the focus is on geographical and performance-related hurdles to accessing health care services within urban areas and, more specifically, within a single city. In this respect, a performative approach to the right of access to health care services must also be cognisant of theory on the so-called "right to the city", a concept made famous by French sociologist Henri Lefebvre, who regarded it as a "cry and a demand" by poor and marginalised urban communities to be included in the urban fabric. This "right" is physically enacted rather than legally asserted, through the production of urban space by urban inhabitants' actions of everyday life. It consists of a myriad competing and interacting claims by urban dwellers to inhabit, appropriate and participate in the city and aims, among other things, to ultimately render the city more inclusive. 20 Inhabitants' physical movements in and around the city, as well as the ways in which they access its amenities and participate in its processes, may be viewed as performative expressions of the right. 21 Since health is at once a good to be accessed in the city (in the form of health care services), a consequence of the enjoyment of various features of the right to the city and a capacity that enables the exercise of other elements of the right, there have been calls for increased articulation between understandings of the right to health and the right to the city, especially when it comes to the spatial dynamics of access to health care services in urban areas. 22 While the many complexities of the right to the city are beyond the scope of this article, it is important to understand how the shape and form of the city impacts on urban inhabitants' health and health-seeking behaviour, whilst not losing sight of how the performance of the right of access to health care services in turn contributes to shaping life in the city.
ACCESSING HEALTH CARE IN JOHANNESBURG

Introducing Johannesburg 23
Established as a mining camp in the 1890s and growing rapidly ever since, Johannesburg is South Africa's largest city (with its population currently estimated to be in the region of 4.5 million 24 ) and its undisputed economic capital. It is arguably also the most diverse, complex, contested and vibrant city in the country and is home not only to South Africans from all races 25 and walks of life but also to a great number of transborder migrants from the southern African region. Much of its growth in recent years has been due to such migration, as well as to the well-documented effects of urbanisation, with a great many people from rural areas continuing to move to the city for economic opportunity.
As with all other major South African towns and cities, Johannesburg's vast 21 Coggin & Pieterse (2015) spatial landscape was profoundly shaped by the racial segregation of apartheid. 26 Comparatively overcrowded and under-serviced townships for Black, Coloured and Indian residents were established on the far outskirts of the city (most notably, Soweto, Eldorado Park and Lenasia in the South-West), whereas the central business district and its surrounding (well developed and well serviced) suburbs in all directions were reserved for White inhabitants. With the notable exception of Alexandra in the north (which ended up being very well situated in terms of economic opportunity, being a stone's throw away from Sandton, which was to develop into the city's prime business hub) these were all economically and spatially severed from the city, by distance as well as by a relative paucity of road links and public transport networks. 27 This contributed directly to the marginalisation and impoverishment of many of their residents.
Racial segregation in Johannesburg was spatially resisted from the beginning, but this gained momentum from the 1970s onwards, when people of different races began moving into the inner city flatlands of Hillbrow, Joubert Park, Berea and Yeoville, and into "inner" suburbs, such as Fordsburg, Mayfair and Troyeville, in defiance of Group Areas legislation. 28 Since the formal crumbling of the apartheid State in the early 1990s, the middle and upper class northern suburbs have gradually de-racialised (though their population remains disproportionately White), whereas the inner-city and its surrounding flatlands have seen capital and middle class (White) flight (predominantly to the northern suburbs) 29 and are now mostly home to poorer, Black residents. Unsurprisingly, the racial and socio-economic makeup of outlying townships has for the most part not changed, though many better off erstwhile township residents have moved into Johannesburg's (traditionally working class) southern suburbs.
Apart from the urban poor, dilapidated and decayed spaces in the inner city and surrounding flatlands are home also to a great many marginalised residents, including so-called "illegal" foreign migrants (for whom Hillbrow and Yeoville, especially, are ports of entry into the city) as well as persons whose lives and livelihoods are otherwise illegal and stigmatised, such as criminals, drug dealers and addicts, and sex workers. 30 This is no coincidence -in cities all over the world a combination of law and law enforcement, urban management, market forces and social pressures have the effect of relegating marginalised persons to marginalised space. 31 In these spaces, existing health and social vulnerabilities are typically exacerbated by poor and overcrowded living conditions, exposure to violence and lack of legal protection. 32 The fairly large scale regeneration of Johannesburg's inner city and immediate surrounding areas in recent years has seen heavily contested and well documented displacement of poor and marginalised residents from formerly abandoned or neglected buildings which they had (often illegally) occupied in the wake of the "emptying out" of the inner city in the mid-1990s. 33 While this regeneration continues to gain pace, many of today's poor and marginalised inner city residents continue to live in such "hidden spaces", 34 though the effect of regeneration has been that competition for such space has become increasingly fierce. The city further has a discernible homeless community who seek shelter under bridges and in public space in and around the downtown area.
Johannesburg further boasts a substantial number of ever-growing informal settlements on the urban periphery, which tend to be the place of settlement for a great number of the city's new arrivals from rural areas (who are typically also the city's poorest and least educated residents, and are also the most likely to be unemployed). 35 These settlements are Johannesburg's most destitute, least connected and most unhealthy environments, and exhibit a discernably greater burden of disease than other areas (including, pertinently, the highest incidence of HIV infection in the city). 36 Overall, then, just as in most big cities around the world, Johannesburg's poorest and most socially vulnerable residents tend to live in its least healthy and least connected areas. In Johannesburg, though, this is exacerbated by such disconnectedness having been purposefully designed into the urban fabric. While much has been done in the last 20 years to "re-stitch" the fragmented city, it remains one where different people live in spaces which are, quite literally, worlds apart. Moreover, a legacy of inadequate public transport has spawned a car dependent culture, with the result that "getting around town for the poor majority is … often difficult without a personal vehicle that can quickly circumvent the obstacles that have been literally designed into the urban fabric and remain in place". 37 For many of Johannesburg's most needy residents, then, the act of accessing social services can be cumbersome and complex, as will now be illustrated.
Health care services and health seeking behaviour in Johannesburg
Being South Africa's major urban centre, Johannesburg boasts a large number of public hospitals and primary health care clinics which, while more densely distributed towards the centre of town, do service the entirety of its (formal) geography. 38 As will be elaborated below, the Municipal Council is steadily increasing the number of clinics across the city, in a drive to ensure that no resident should have to travel more than five kilometers to a primary health care facility. In addition to these State run facilities, Johannesburg contains the highest number of hi-tech, private health care facilities in South Africa, 39 while a number of NGO or church run, non-profit health services are also rendered in the inner city area. Moreover, there are medicine dispensaries or pharmacies linked to many hospitals and clinics, and private retail pharmacies (many with extended opening hours) are well distributed across the city. 40 Availability of health care, in and of itself, is thus not an issue in Johannesburg.
Accessibility, however, is sometimes a different issue. Wealthy and middle class residents who can afford private care (either themselves or through health insurance) and who own private motor vehicles can access care fairly conveniently. They accordingly tend to shop around for the most acceptable and best quality care on offer, even where this means travelling some distance. 41 However, the same is not true for the less well-off and more geographically isolated residents, many of whom use public transport, or walk, to access health care. For these residents, for many of whom money and time are both limited resources, transport costs and time wasted in attempting to physically access care (through having to walk to public transport points, wait for transport, walk again to points of health care service delivery, and then queue, often for 37 Czegledy (2004) 40 According to a recent study there is near optimal distribution of pharmacies across the city: see Helen Suzman Foundation (2015) at 66-7. 41 See Harris et al (2011) at S112. several hours, for consultations and dispensaries 42 ) often constitute substantial hurdles to accessing care. 43 These frustrations are compounded when patients (whose mobility is often hampered by the fact of their illness or injury 44 ) are referred for further (secondary or tertiary) care at different institutions, particularly since State provided transport between referral hospitals was discontinued due to cost constraints some years ago. In a report pertaining to rights violations in the health sector, the South African Human Rights Commission has flagged this lack of inter-facility transport, together with suboptimal ambulance services, as constituting significant barriers to accessing advanced health care in the public sector. 45 Moreover, in many respects the performance of accessing health care is not completed by simply presenting at a health care institution. Different health facilities offer different services and have different entry requirements, meaning that patients cannot always be served at nearby facilities and are sometimes turned away when they do present for care. Examples here range from private facilities declining to consult patients who are not medically insured and cannot pay for treatment up-front, to facilities not offering the kind of treatment requested (such as tertiary facilities only accepting patients on referral), to institutions refusing access to foreign migrants who do not possess required identity documentation. 46 Over and above constituting a hurdle to access in and of itself, bureaucracy thus often frustrates accessing care by adding waiting and travelling time to the performance.
The picture becomes even more complicated when accessibility is viewed in tandem with quality and acceptability of care. People tend to avoid making use of health care services where they perceive the services to be of poor quality, or where their experiences of accessing care at particular locations have been negative in the past. Research has shown that, depending on the kind of health service required, patients attempt to reach those facilities where they believe they would receive the best or most appropriate care, or where their experience of accessing it would be least cumbersome or most positive, even where this requires having to cover significantly larger distances. 47 Many Soweto residents, for instance, choose to make their way into town to access care, because they are not prepared to deal with the long waiting times and (2015) at 304. 46 While official Department of Health policy is that lack of documentation should not be a barrier to access to health services in the public sector, different institutions insist on different forms of documentation as admission requirements in practice. See Veary (2008) at 367-69, also Landau LB "Protection and dignity in Johannesburg: shortcomings of South Africa's urban refugee policy" (2006) 19 Journal of Refugee Studies 308 at 320. 47 Le Marcis (2008) at 176-77. queues at Chris Hani Baragwanath hospital. 48 Where optimal care is physically inaccessible, some patients even opt to forego care entirely rather than settle for care to which, for whichever reason, they are opposed. More perniciously, negative experiences of accessing care in the official health system often drive residents to Johannesburg's underworld, where a large range of (often dangerous) "alternative" treatments or "alternative" ways of accessing mainstream treatments, abound. 49 A significant factor impacting on the acceptability of health care (and thus on patients' choices of whether and where to access health services), is the manner in which patients are treated by both administrative and medical personnel at health care facilities. This is particularly an issue for marginalised residents, who sometimes face hostile or abusive treatment when presenting for care. Foreign migrants, for instance, regularly complain of xenophobic hostility and abuse at Johannesburg's public hospitals and clinics. Examples of this include migrants being refused care when they are not able to produce identity documentation or being made to wait for treatment until all South Africans at the facility have been helped, as well as staff being verbally abusive or refusing to speak English to foreign patients. These incidents are so widespread that many foreign migrants, especially those who are in the country illegally, tend either to avoid seeking health care altogether, or access care only from the private sector (when they can afford to do so) or from service providers in the non-profit sector. 50 Similarly, people who seek sexual or reproductive health care often complain of stigmatisation, humiliation and hostility from health care workers, in both the public and private sectors, to the point where this leads them to forego access to care. This is especially the case where their sexual or health seeking behaviour departs, in one way or another, from hegemonic societal morals. Women who attempt to access termination of pregnancy services, for instance, are often treated with contempt by nursing staff or administrative personnel, especially in townships. Although tales of women being turned away from hospitals or clinics when attempting to access termination services because of health workers' conscientious objections more often emanate from rural areas than from cities, 51 the high number of backstreet abortions that continue to occur in Johannesburg annually, notwithstanding a statutory entitlement to free termination services at public health institutions, 52 illustrates that such barriers to access are equally real in the city. Similarly, sex workers complain of hostility and humiliation when attempting to access services, such as, post-exposure prophylaxis ('PEP') 54 and testing and treatment for HIV and other sexually transmitted diseases, to such an extent that it often leads them to give up on seeking treatment. 55 The same goes for LGBT persons and men who have sex with men, especially (though by no means exclusively) in township spaces which remain particularly hostile to homosexuality. 56 As with women seeing termination of pregnancy and people seeking treatment for HIV/AIDS, community stigma and associated internalised shame further often mean that such residents do not want to be observed by those who might know them when they access sexual health services. The result is that they tend not to access such treatment at their local health care facilities, but rather travel much further to access it, more anonymously, elsewhere. 57 When far-off facilities then refer them back to their local clinics or hospitals in an attempt to drive home administrative health district sensibilities, this often constitutes a de facto denial of access to care.
Overall, it is clear that physical journeys of accessing health care in Johannesburg are not simply determined by the location and physical availability of health care services in the city. As Frederic Le Marcis observed (in relation to Johannesburg specifically):
The quest of the sick does not acknowledge the administrative health divisions of the city but follows the principles of a search for optimum care. This quest transcends the suburbs of the rich or poor, black or white, just as it transgresses the rules of a medical system that sends patients from one health center to another higher up the chain. It involves journeys that are as much a function of an individual's state of health … as his or her financial resources. In this context, mobility is not a temporary state but -for the poor population living on its periphery -the very condition of survival in the city. 58 Physically locating health care facilities within people's geographical reach is clearly only the first step to ensure that they are enabled to meaningfully access such services.
When geographical access to care is understood as being intertwined with acceptability and quality of care and as being impacted also by surrounding features of particular places, addressing these factors and enhancing people's mobility are revealed as being equally compelling. 59
ENHANCING ACCESS
Increasing Availability and Enhancing Mobility
Both the National Department of Health and the City of Johannesburg Metropolitan Council have, through a range of policy and physical interventions, displayed commendable awareness of the geographic dimensions of the right to have access to health care services, and of the interdependence of these geographical dimensions with those of other socio-economic rights.
As part of the national health system's general emphasis on primary care and in readying the system for the introduction of national health insurance, the physical availability and accessibility of health services has long been a priority for the Department of Health. As far back as 2000, the Department's primary health care norms and standards expressed a commitment to increase the proportion of persons living within a five kilometer radius of primary health care clinics. 60 Its recently issued national health insurance White Paper envisages that "people will be able to access health care services closest to where they live", 61 and reiterates prior commitments to improving geographical distribution of primary health clinics and hospitals, as well as to improving inter-facility transport and ambulance services. 62 The White Paper further contains commitments to the extension of two major geographical interventions in terms of which primary health services will be brought to people where they are: municipal ward-based "primary health care outreach teams" led by nurses that perform health assessments in households and "provide health promotion education, identify those in need of preventative, curative or rehabilitative services, and refer those in need of services to the relevant primary health care facility", 63 and an intensified integrated school health programme providing mobile immunisation services and health assessments to children at their schools. 64 Both of these initiatives have been piloted at various sites across the country, including sites across Johannesburg, with early performance indicators in Johannesburg being positive for both. 65 health care service delivery in terms of a national health insurance scheme will not always respond optimally to the geographical realities of access to care discussed above. For instance, the White Paper envisions that people will not be able to go directly to hospitals or medical specialists without having been referred from a primary health care facility, and also appears to restrict people to accessing primary care only at those clinic sites located closest to where they reside. 66 While these restrictions are understandable, the above discussion on the interlinkages between geographical availability and other determinants of access to health care services shows that they may have the effect of restricting meaningful access to care, especially for marginalised groups. In this respect, a further worrying feature of the White Paper is its seeming restriction of non-emergency free health services under the national health insurance scheme to South African citizens and refugees, 67 meaning that undocumented migrants' physical struggles to access health care, as detailed above, are likely to persist. 68 For the most part, the City of Johannesburg's commitment to achieve the Department of Health's vision of enhancing access to primary health care has generally been impressive, and much resources and effort have been expended on increasing both the number of primary health care clinics across the city as well as the services that they offer. In this respect, it is particularly encouraging that the city's spatial planning policies explicitly include initiatives aimed at enhancing physical access to health care services and at improving residents' mobility across the city. The Corridors of freedom policy, 69 which aims to enhance spatial justice across the city by directly addressing the city's spatial fragmentation, envisages housing and public service development along public transport "corridors", which link outlying townships and other marginalised areas to both the inner city and business nodes in the northern suburbs. A central feature of Corridors of freedom is the introduction of an extensive bus rapid transit (BRT) system along the corridors. The roll-out of the first phases of the BRT system has showed particular awareness of the performative dimensions of access to health care and other socio-economic rights, with routes that have been operationalised thus far including specific designated stops in front of or near major public hospitals (such as Helen Joseph Hospital and Charlotte Maxeke academic hospital), while four new clinics are being built, and existing clinics are receiving major upgrades, along the corridors. 70 accessing care at particular institutions, and to interactions between different determinants of health care services, which impact negatively on people's willingness or ability to make use of available health services. In the parts that follow, I discuss two interventions which illustrate the potential of target group appropriate geographical interventions aimed at overcoming these hurdles, particularly in relation to marginalised residents. While these interventions are not the only initiatives aimed at enhancing access to health services by vulnerable and marginalised groups, 71 they have been selected for their particular responsiveness to the interactions between people's geographical practices and the other determinants of access to health care services, and for their location in central Johannesburg.
The Hillbrow mobile clinic
The dilapidated, high rise apartment dominated inner city suburb of Hillbrow is synonymous with Johannesburg's sex and drug trade, and is also well known for its large population of (often undocumented) foreign migrants. Indeed, its residential hotels are the base for a large number of sex workers, many of whom are of foreign origin. 72 Apart from generally being poor, Hillbrow's sex workers are also legally vulnerable, due to the criminal status of sex work in South Africa, which is often compounded by their "illegal" migrant status. 73 Sex work is heavily stigmatised and, as elsewhere in the city, Hillbrow's sex workers regularly complain of hostility from and humiliation by health care workers when they attempt to access treatment at nearby public hospitals or clinics. Together with the facts that foreign sex workers fear being reported to immigration authorities by health care staff, and that the opening hours of clinics and hospitals tend to be inconvenient for sex workers, these act as a definite disincentive to access care, especially in relation to sexual and reproductive health. 74 Noting this, the University of the Witwatersrand's Reproductive Health and HIV Research Unit (RHRU) partnered with the Department of Health in 1996 to launch a weekly reproductive and sexual health clinic, targeted specifically at sex workers, in Hillbrow's Esselen Street. The clinic provided gyneacological services, STD testing and treatment, support for sexual assault, as well as birth control and condoms, among other services. Sex workers who used the clinic generally reported positive experiences. 75 From 2002 onwards, a mobile branch of this clinic, which would physically go to and operate out of particular residential hotels on a once-a-month basis, was introduced. 76 Sex workers' response to this mobile clinic (which was eventually also extended to provide services to male and transsexual sex workers) has been overwhelmingly positive and the take-up of its services has been high. Sex workers report that the clinic's advantages include its geographical convenience (in that services came to them rather than the other way around, at times which were convenient to them and at private locations which could be accessed even by those who were too sick to travel to other facilities or who feared detection by immigration authorities), its discretion and respect for privacy, the approachable and sympathetic staff, the profession appropriate counselling and services, and the broader destigmatising effect that its operation had on the residents of particular, "healthy" hotels. 77 The clinic's effect on the health and health seeking behaviour of Hillbrow's sex workers has been apparent. Studies comparing the working and living conditions of sex workers in Hillbrow to those of sex workers operating from apartments in the decidedly more upmarket Sandton, as well as with sex workers in other South African cities, have found that the Hillbrow-based sex workers tend to have more regular and dependable access to condoms, are more likely to report regularly engaging in "safe" sex and have significantly more contact with health services than those working in other places. 78 
"Health 4 Men" in Soweto and Yeoville
The particular sexual health needs of men who have sex with men are neglected in most societies, and South Africa is no different. The result is that such men tend not to receive appropriate and targeted sexual health services, even though they have been shown to be at high risk for the transmission of HIV and other STDs. 79 This is so especially in relation to those men who do not consider themselves to be, or would not like to be known as, homosexual or bisexual. For a variety of cultural and historic factors, many Black South African men living in Soweto and similar Johannesburg townships fall into this latter category. 80 These men, even more so than their homosexual and bisexual counterparts, are unlikely to openly seek sexual health care services in a setting where this can be observed, and stigmatising conclusions about their sexuality be drawn. This compounds the general negative experiences of men who have sex with men seeking to access sexual health services in South Africa, as discussed above.
Following on the introduction of a similar programme in Cape Town, 81 the Anova Health Institute, backed by foreign donor funding, partnered with the Department of Health to launch a sexual health clinic targeted specifically at men in Soweto. The Health 4 Men clinic provides free HIV and STD testing and treatment, PEP treatment, as well as general sexual health counselling and medical advice. It serves all men regardless of sexual orientation, but its staff are trained to be particularly aware of, as well as sensitive and sympathetic to, the sexual health needs of men who have sex with men. Care was taken to dissociate the physical appearance of the clinic from any particular sexual orientation or from the (stigmatised) concept of STD infection. After initial reports showing that men welcomed the clinic and made use of its services, but that many Soweto men were still hesitant to use such services at a site where they were known to health workers and community members, a second Health 4 Men clinic was opened in the inner-city suburb of Yeoville, where it has been integrated into the general community clinic that operates there. 82 Health 4 Men advertises its services in the LGBT press as well as in all-male saunas and sex clubs (where, indeed, it has on occasion offered on-site HIV testing and counselling services), and also has a significant internet presence. 83 Early indications are that the initiative is being well received and that the clinics are widely utilised by Johannesburg men who have sex with men, across differences in race, class, sexual orientation and (especially in the case of the Yeoville clinic) suburb or area of residence. 84
ANALYSIS AND CONCLUSIONS
Access to the objects of socio-economic rights refers to more than the ability to seek satisfaction of socio-economic needs. By focusing on the agency and actions of those who attempt to exercise their socio-economic rights daily, a performative understanding of access to socio-economic rights draws attention to hurdles to the enjoyment of such rights that are constituted across determinants of availability, accessibility, acceptability and quality.
By taking a closer look at the manner in which health care services are accessed in Johannesburg, this article has pointed, first, to lack of mobility and, secondly, to the interaction between the availability of health care services and other determinants of access to care (notably, acceptability and accessibility) as constituting barriers to access to health care services in the city. While health services at all levels of care are generally available and equitably distributed across Johannesburg, the article showed that, due to this interaction, they are not always meaningfully accessible. This means that State 81 See at 54. 82 at 54 and 57. 83 <http://www.h4m.mobi> (last accessed 24 June 2016). 84 Rebe & McIntyre (2014) at 10-11. efforts to improve access should not only focus on the availability and distribution of health services, but also on whether they respond to residents' peculiar needs and geographical realities.
While the article has therefore welcomed policy and urban management initiatives aimed at increasing the availability of health services across Johannesburg and at making it easier for residents to reach them, it has also pointed to some fault lines in current policy thinking on access to health care. In particular, the discussion showed that it should not simply be accepted that people will be willing or able to access health care at specific facilities located closest to where they live.
The implementation of health policies (and, in particular, the national health insurance scheme) must therefore allow for some flexibility in relation to where people are allowed to access care. Ensuring that people are able to easily traverse the city in order to access care further away from home where this is necessary (as is commendably being achieved by the City of Johannesburg's Corridors of freedom initiative) is also essential.
Policy initiatives and health system reform should further aim to ensure that quality of care is consistent across the city, so as to minimise the need to travel in search of optimal care. Moreover, policy efforts should address other aspects of health service delivery (in particular, the way in which "sensitive" services, such as reproductive and sexual health services, are rendered, and the behaviour of health care professionals and administrative staff towards marginalised patients) which may discourage people from accessing care close to where they live.
Given that the working of the health system is but one feature of life in the city, it will sometimes be necessary to tailor services in ways that respond to the particular geographical and social realities of their targeted recipients. The ward based primary health care outreach teams and integrated school health programme championed by the national health insurance White Paper are therefore welcomed. However, the article has also shown that extra measures will be necessary to respond to the needs of particular marginalised groups. The examples of sexual health services aimed at marginalised groups discussed in part 4.2 illustrate that it is possible to structure health care service delivery in ways that make services geographically convenient for prospective patients while at the same time ensuring that conditions that would discourage them from making use of such services are minimised.
The characteristics of the sites at which rights are performed, as well as the ways in which access to those sites is gained, are clearly important. Policies and programmes aimed at progressively realising socio-economic rights should take the geography of the performance of rights into account. Solutions do not always lie in providing more services in more places, but rather in empowering people to reach those services that do exist, and in tailoring services in such a way that, once reached, they are truly accessible.
